STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: CHAPTER 100.1

Josephine Cabal (ARCH/Expanded ARCH)

Address: Inspection Date: May 28, 2019
2322 Awapuhi Street #1, Hilo, Hawaii 96720

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.

RECEIVED

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18 1 JUN 037018



RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(e)4)

The substitute care giver who provides coverage for a
period less than four hours shall:

Be trained by the primary care giver to make prescribed
medications available to residents and properly record such
action,

FINDINGS

Substitute care giver (SCG) #1, no care giver training
provided by the primary care giver (PCG) to administer
medications.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

YES CONTINUIMNG DU CATI DY
AND TRAIKV KL CopPLeTED,

/29/9

RECEIVED
JUN 037019




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(e)4)
The substitute care giver who provides coverage for a period FUTURE PLAN

less than four hours shall:

Be trained by the primary care giver to make prescribed
medications available to residents and properly record such
action.

FINDINGS

‘Substitute care giver (SCG) #1, no care giver training
provided by the primary care giver (PCG) to administer
medications.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

TP AYOIO THIS Jsquwe N THE
FATUHREG , T wo/te REVI W ALl

SURST/TUTES p&eveps Foe
NERU/IRE el 1 76 AS STATED

IN LHAPTER Y= 140, (-4 (e,
MOUTHLY Fok (orpteTensss, T
Wit SE€T UP 4 T2/LLEE ¢IST 72
ALERT [PY8ELF FPA wurPparal
N REQUIREMENTS 4o poerosp,

s/24/19

RECEIVED
JUN 03 7089



RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (e)

All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN.

FINDINGS
Resident #1, physician order dated November 27, 2018 read:
¢ “Furosemide 20 mg Tablet Dosage: 1 (one) Tablet

(Oral) daily on Mon, Wed, Friday for swelling in
legs, hold if blood pressure low SBP<140 or if
patient feels weak.”

However, no blood pressure documented prior to

'+ administration.

PART 1

Correcting the deficiency
after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.

RECEIVED
LN 0 3 7019




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (¢) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1, physician order dated November 27, 2018 read: | PLAN: WHAT WILL YOU DO TO ENSURE THAT
o “Furosemide 20 mg Tablet Dosage: 1 (one) Tablet IT DOESN’T HAPPEN AGAIN?
(Oral) daily on Mon, Wed, Friday for swelling in
legs, hold if blood pressure low SBP<140 or if -
patient feels weak.” TV PREVENT +HIS peF/erenNty
However, no blood pressure documented prior to FROM RECARRING , B ErFOLE
administration. /
PERFoRIM/N G ALl PROCEDUREL
TREATIHERIZ AMD ADMIAN /ST RATIOA
O rMED/CATIPNS, PHYSICIARAN &
ORDERS wlite BE rev/IEVELD
FON ACLARACY A D COMPLETEANE LK,
T wilCl £OLeomw A CHELLLIST rFon
PROPER- POl HEL TRTION DF j2& CORAE
AC ADMINISTERED . </2»/14
5 RECEIVEED

JUN 0 3701



. RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(4) PART1

During residence, records shall include:
Entries describing treatments and services rendered,

FINDINGS

Resident #1, physician order dated February 12, 2019 read,
“Thick-it to thicken liquids.” And after visit summary noted
“Recommend nectar thick.” Thickening agent not

documented on February — May 2019 medication records as
administered.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

YE&S, CORREGLET DROER. WAS 0/37—/47/‘/4’6

For THE THICkEM/IVE RGENT
FRPtM THE PRIMARY ANSCISIA A
oM s/30p /‘Lo/‘). THICRCRI WL,
AGlerT /S Doeurr&@p/ 7€V /p/
THE HBRICATION RD))IISTRATT

RECLoAp.

)
S’/‘{ D//o;

JUN 03 7M9



RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)}(4) PART 2
During residence, records shall include:
FUTURE PLAN

Entries describing treatments and services rendered;

FINDINGS

Resident #1, physician order dated February 12, 2019 read,
“Thick-it to thicken liquids.” And after visit summary noted
“Recommend nectar thick.” Thickening agent not
documented on February — May 2019 medication records as
administered.

USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE THAT

IT DOESN’T HAPPEN AGAIN?
7Y PREveEnT THIS DEF/CL/EACY

Flom RELURNA/NG . T wilclt dRTAIM
TNHNE CPRRE LT pROEBR. BE rproe

PERECEIING ALt THE pr6cey ura

Tre, -
I ECATIIENTS . AD/MIMICT Rt 7 15000 )=

/7CPIEAT/ONS A OF ALl /t{a'm
PNY SI 1448 ORP RS wice e ‘
A EYVICwew oy 4&&%&40‘7 A AP

CRIAETENES | L wyre Free oo

bF MEWIEAT0 A7 pocond A<

A CHECxLICT

— /4.
ADrt 10 ST 28 S’/gp/,7
7 RECEIVED
JUN 03709



RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-83 Personnel and staffing requirements. (1)

In addition to the requirements in subchapter 2 and 3:

A registered nurse other than the licensee or primary care
giver shall train and monitor primary care givers and
substitutes in providing daily personal and specialized care
to residents as needed to implement their care plan;

FINDINGS

SCG #2, no care giver training to administer oral
medications and “finger stick glucose check” provided by
case manager.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

YES, ConwTinurnt cbeucAT/ON AMD
TRAINIMNG COMPLETE D,

s/29/74

RECEIVED
JUN 03799



RULES (CRITERIA) PLAN OF CORRECTION Completion
: Date
§11-100.1-83 Personnel and staffing requirements. (1) PART 2
In addition to the requirements in subchapter 2 and 3:
A registered nurse other than the licensee or primary care FUTURE PLAN
giver shall train and monitor primary care givers and
substitutes in providing daily personal and specialized care USE THIS SPACE TO EXPLAIN YOUR FUTURE /

to residents as needed to implement their care plan;

FINDINGS
SCG #2, no care giver training to administer oral

medications and “finger stick glucose check” provided by
case.manager.

PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

TO Avord THIL (N THE /:umw,

LI wlll REVIGH ALl SurTITwrdl
ICCCORDE wirH THE CRLE MANALEH
FOrR RERUIRGATEATS 44 STATED
IN CHAPTER [/ ~100.1- @3, rescsA’s

witl BE DOXME prf ALr7/S8,0K 0L
ALl 50//357/7”7&5_ A CHECKLILTT

wrtl RE FPRAMUCATEDL AS 4
LRCM/NIEL o pLE8KRe/LEd
TRAINIAN .

for

s/20//4

RECEIVED
JUN 03 710
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-100.1-84 Admission requirements. (b)(4) PART 1

Upon admission of a resident, the expanded ARCH licensee

shall have the following information: DID YOU CORRECT THE DEFICIENCY?

| Evidence of current immunizations for pneumococcal and

influenza as recommended by the ACIP; and a written care USE THIS SPACE TO TELL US HOW YOU

plan addressing resident problems and needs. CORRECTED THE DEFICIENCY

FINDINGS

Resident #1, no influenza vaccination. Ye&s 1 CCARIFY wrTH 7'0';/,2’

PUYSICIAN ComAcares \s/30/14. | s/25/ 14

Rerprany
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-84 Admission requirements. (b)(4)
Upon admission of a resident, the expanded ARCH licensee

shall have the following information:

Evidence of current immunizations for pneumococcal and
influenza as recommended by the ACIP; and a written care
plan addressing resident problems and needs.

FINDINGS
Resident #1, no influenza vaccination.

PART 2
FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

TO AVDID TIHS DEF/ CrENLY AN
THE Furmeea I w/tl oR74//

ALl THE VACCINATION Recoreds
PRI2R TV ADMISSION T2 r1y prosre
AND T wrte Follonww 4 CH#eCRL/IST
T REMIND ME OF THE REAU/RE LA

FOR ANAISSIDAS TD /7Y Marmwe,

W7Z
&/36/7%
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e g o
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Licensee’s/Administrator’s Signature: W

Print Name:  gpg @PR/A#A/ N CARAL

Date: S’/?I//%/?

Fadl 2 el i et
12 RECEIVED

JUN 0 3 7m0



